I think some psychiatrists are still inclined to remain confused and uncertain about what their future role should be vis-a-vis general medicine. They still wonder whether it would not be better to remain as a segregated group, even if they do return to general hospitals, and advocate generalized philosophies about the need to treat and heal the "whole man." Many want to hold on strongly, almost as an act of faith, to present Freudian and other metaphysical beliefs. Too few wonder if it would not be much better to enter into a more active working partnership again with general medicine, and to welcome the development of much more mechanistic attitudes to treatment. It must never be forgotten that the effective and practical treatment advances in medicine only happened after it had severed its connexions with metaphysical and older psychotherapeutic systems of healing. With all the present talk, even in general medicine, about the need to treat the " whole man," it was, paradoxically, only when general medicine at last stopped bothering about the whole man, his internal humours and external vapours, and insisted on fragmenting him, and specially treating the liver, the heart, the blood-stream, the brain and nervous system, and the like, that the present stupendous treatment progress in general medicine really started.
As time went on medicine also had to start to use completely empirical methods of treatment, such as quinine in malaria. This treatment went against all the metaphysical theories of humours and vapours affecting the whole man, on which treatments such as blood-letting for malaria and so many other medical illnesses had been based for so long. Nobody, for 200 years or more, could hope to know just why quinine worked so very well compared with blood-letting; simply because the microscope had not been invented to provide the answers. Today we face exactly the same problem with our new empirical and mechanistic treatments in psychiatry, as we still have so little idea of how the brain really works. But, as in general medicine, this is no excuse at all for not using them empirically for the next 50 years or more if necessary, provided they really work.
Lack of Student Teaching and its Results on Treatment
The present segregation of psychiatry from medicine, which has occurred with too few protests from psychiatrists themselves, has been in spite of the fact that for many years now a quarter of all patients coming to general teaching hospitals for investigations and help turn out in the end to have simple psychiatric illnesses of one sort or another. Teaching medical students how to treat these, and what will be a third or more of all the patients they will have to treat later in general practice, should be one of the first essential aims of the training of medical students. Unfortunately, the General Medical Council, in the criteria laid down by them, has always seemed very little concerned with the training of medical students in general-hospital and general-practice psychiatry. Members of the G.M.C. must really know that it is not just an act of God that is compelling 20,000 to 30,000 distraught patients to try to kill themselves every year in England and Wales. It is mainly due to the sheer inefficiency of the present medical-student training, for so many of these treatable and recoverable patients even attempt or succeed in suicide by using the very medicines prescribed to them by their doctors. The whole tragedy becomes even more tragic when, as I hope to show in this lecture, so many of them can now be helped by simple methods of treatment, provided they have been of reasonably good previous personality. And so many of the nearly 6,000 patients who really do succeed in killing themselves fall into just this particular category.
Professor Mapother's Foresight 
Treatment of Depressions
Starting the investigation in 1949 we were, for instance, able to show by 1953 that the long courses of E.C.T. which had been given to so many patients with depressive illness in the past were quite often unnecessary. Because we could treat a large number of these patients early in an outpatient setting in a general hospital, we were able to show that when four, mostly weekly, treatments or fewer were given to outpatients they could often do just as well as if they had been admitted to mental hospitals, or had had a much larger number of outpatient treatments at St. Thomas's before the shorter courses were introduced as a research project. Moreover, a few outpatient E.C.T.s given in the basement of a general teaching hospital are so much pleasanter for the patient than having to spend two to three months in a mental hospital, which was so common at that time, and is still unfortunately happening at some mental hospitals even today (Sargant and Slater, 1 954).
In recent years we have also been able to test all the new and effective antidepressant drugs on literally thousands of patients, using the 17,000 new and old outpatient attendances a year already mentioned. And so we have been able to learn their proper use and their real, rather than imaginary, dangers (Sargant, 1963a (Sargant, , 1963b Gander, 1965) , and where they can and cannot replace E.C.T. or may be combined with it.
In 1959, because of the enormous amount of outpatient material available to us of the very varied types of depressions seen in general hospitals, we were, for instance, able to discover and report on the specific action of the new monoamineoxidase inhibitor drugs in patients suffering from what we then called "atypical " or " hysterical " depressions (West and Dally, 1959; Sargant, 1961) ; but this was the result of two years of continued intensive clinical investigation. We were by then able to show that these patients with a well-defined group of clinical symptoms responded to those drugs sometimes in a matter of 10 days or more, though they may not have been helped in years by E.C.T. psychotherapy or the tranquillizers. True endogenous depressions, however, still remained much better helped by imipramine hydrochloride (Tofranil) and later by amitriptyline hydrochloride (Tryptizol).
The monoamine-oxidase inhibitor group of drugs had initially (Rhode and Sargant, 1961 ; Kelly and Sargant, 1965) . We were able to compare this figure with the 50% of such patients helped when treated in our unit earlier on with insulin coma and E.C.T. before the introduction of chlorpromazine, and contrast both these findings with the 33 % of good results in a three-year follow-up in the old days at the Maudsley Hospital (Guttmann, Mayer-Gross, and Slater, 1939) . This was when only the best prognostic cases of schizophrenia were admitted to the Maudsley, but all that was then available to help patients was psychotherapy and general methods of rehabilitation.
It is also important to emphasize that no special psychotherapy at all was necessary to achieve this doubly confirmed figure of 8604 of cases of schizophrenia, nor generally were any special techniques of rehabilitation.
Treatment of Anorexia Nervosa
In 1958, by following up treatment clues seen during the new drug treatments of schizophrenia, we were also able to develop a new treatment of anorexia nervosa, using very large doses of chlorpromazine, combined if necessary with modified insulin treatment, to speed up remission (Dally and Sargant, 1960 (Sargant, Walter, and Wright, 1966) . It is also important to emphasize that the average length of illness of the group saved from leucotomy by such combined treatments was no less than eight years. All, however, had had good previous personalities.
Again, it might be argued that such cases should surely have needed some sort of intensive psychotherapy, especially after having been neurotically ill for so long and proving so resistant to all other treatments. Yet these great improvements and recoveries in patients who had sometimes been ill for up to 20 years occurred without the need for any real psychotherapy at all, and often despite having had so much of it before.
This lack of the need for anything but simple psychological advice was also seen in the phobic anxiety states and in the atypical, hysterical, and reactive depressions helped by the monoamine-oxidase inhibitor drugs. Even the 86% of schizophrenic patients improving so quickly with combined E.C.T., modified insulin, and chlorpromazine rarely needed any special psychotherapy at all. What is, however, absolutely essential is that the patient should carry on with the proper drug or combination of drugs in correct dosage for the proper length of time, just as in other illnesses, such as tuberculosis, pernicious anaemia, diabetes, and the like.
Patients Not Helped
Simple physical-treatment methods have been discussed which will help most of the anxiety states, depressions, and schizophrenic illnesses in patients of good previous personality, while many (Kelly, Walter, and Sargant, 1966 (Grinker and Spiegel, 1943 Psychiatry in General Teaching Hospitals-Sargant BRITISH Hitler showed this in Germany in one setting, and the Beatles recently did so again in this country in another. But such powerful methods prove of little use in helping the ordinary run of severely neurotic patients.
I am sure the answer lies in the fact that most severe neurotics and most mentally ill patients are not half as suggestible as, say, the ordinary medically ill patient and the ordinary medical student in a teaching hospital. We have made the great mistake, both in medicine and in psychiatry, of thinking that the psychiatrically ill should be more suggestible than the normal, instead of being generally much less so. But one quickly sees this if only the trouble is taken to examine the hypothesis in such a general teaching hospital. Here one sees the ease with which the normal patient, dying with cancer, can be reassured by the medical or surgical consultant that there is nothing very much at all the matter with him. One contrasts this with the difficulty the same consultant has when truthfully trying to make the healthy cardiac neurotic believe that he is going to live out the rest of the day. The anger of general physicians and general practitioners with the neurotic and the mentally ill is so often aroused because they will not swallow the " line of talk " so successful with all the rest of their patients and the medical students as well.
In Battle for the Mind (Sargant, 1957) and other papers (Sargant, 1949 (Sargant, , 1951 I have tried to summarize all the research that brought me to the conclusion that psychotherapeutic techniques creating faith and increasing suggestibility in the normal can indeed make such people believe that they are even able to move mountains. But the same methods cannot usually make the neurotic phobic patient cross the road without renewed panic. It is this other research interest of mine which enables me to round off realistically what may have seemed at first, to some, to be too one-sided a treatment approach. Conclusions
It seems that psychiatric patients are usually ill because there are components to their mental state, and an abnormal brain function which stops them, temporarily or permanently, showing the normal degrees of suggestibility essential for the ever-varying adaptation of the whole normal man to his changing environment. Physical treatments seem able to restore the brain's normal flexibility, and so make it normally suggestible and adaptable again.
The Victorians were probably right when they thought that the main function of doctoring, and even of philosophic and religious doctoring, was to produce a mens sana in corpore.
sano. This means, however, that the mind must often be made well again so as to be able to benefit from the valuable lessons that can be taught to it by our philosophers and priests. But we have to produce a mens sana in the mentally and neurotically ill by treatment of the brain itself. We must stop thinking that the mind of the " whole man " can be made sana simply by treating some theoretically disturbed metaphysical humours and vapours, or warring super-egos, egos, and ids; or that the psyche can, so to speak, be made to pull itself up by its own metaphysical bootstraps. This in the past has been the great mistake of doctors, psychiatrists, and even men of God when treating the psychiatrically ill in or out of hospitals of all kinds. They have forgotten what we have had to learn again and again in the past 15 years at St. Thomas's-namely, that brain function can best be brought to normal in exactly the same way that bodily functions have most easily been brought back to normal. And that is by modern empirical, mechanistic, and physiological treatments. Only after this has been done can one set about treating and trying to help the "whole man" with any hope of success. As the great Dr. Samuel Johnson-himself a victim of recurrent melancholia-so aptly put it: " Stay [with me] till I am well, and then you shall tell me how to cure myself."
